Introduction
A number of controlled studies carried out -in the United States by Langsley, et at. (6, 8) , Pasamanick, et at. (10) , Stein, et at.
(II); in the United Kingdom by Carse (2) , Sainsbury and Grad (4) ; and in Canada by Goodacre, et at. (3) -suggest that community-based psychiatric care is effective in reducing the need for inpatient care. At the same time these studies indicate that community-based care is as effective as inpatient care in achieving symptom remission and resumption of role functioning.
The objective of the clinical research study, of which the present report is a part, is to replicate the work done previously regarding the prevention of hospitalization, the amelioration of clinical symptoms and resumption of role functioning, and at the ' Can. Psychiatr. Assoc. J. Vol. 21 (1976) same time to investigate two further issues -family burden, and the cost of care in hospitalized patients as compared to similar patients treated at home during a two-year period.
The purpose of this paper is: to describe those features which are necessary ingredients of any home-care treatment program for acutely ill patients; to describe the effectiveness of this program in averting hospitalization during the six-month period after admission to the study; and to discuss those factors involving the patient and his family which appear to be crucial to the successful home treatment of acutely decompensated psychiatric patients.
Method
This study at the Montreal General Hospital began in October 1972. Patients attending the Emergency Department and considered to be in need of immediate admission were randomly allocated to the home-care group and to an inpatient control group. Each study candidate fulfilled the following criteria:
• was at least 18 years of age; • was a candidate for admission or readmission to the 24-hour psychiatric inpatient service at the Montreal General Hospital;
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• was living with his or her family, that is, an individual or individuals living with the patient who agreed to assist in treatment. Exclusion criteria included: • evidence of suicidal and/or homicidal intent and/or • a definite diagnosis of organic brain syndrome, mental retardation, alcoholism, or other drug addiction.
The home-care group was treated by the home-care team, whereas the hospital (control) ,group was admitted to an inhospital treatment program and had no further contact with the home-care team. In all, 162 patients were accepted into the study -78 into the home-care group and 84 into the hospital group.
The home-care treatment team consisted of a staff psychiatrist with experience in community psychiatry, a psychiatric social worker and a psychiatric nurse with experience in public health nursing. All had received training in family therapy techniques and family dynamics. It was decided at the outset of the program that each member of the team would take primary clinical responsibility for the patients on a rotational basis, with the psychiatrist in overall charge of the program. This necessitated an increasing familiarity with the roles played by each discipline, and it became necessary for the psychiatrist and the psychiatric nurse to familiarize themselves with community, social, psychiatric and rehabilitative agencies and for the social worker to acquaint herself with the various aspects of chemotherapy.
The team met each morning for clinical rounds, at which time problems were discussed and the progress of individual patients monitored. The home-care team emphasized active treatment of the patient within the context of his family by psychotherapeutic and psychopharmacological means and by the intensive use of community psychiatric, medical and social resources to expedite the patient's rehabilitation. Virtually all patients admitted to the home-care program also underwent a thorough medical examination by an internist who worked in consultation with the team. completed nine or more years of school. Close to half (47.4 percent) are in social classes IV and Vj . Just over three-fifths of the patients (61.5 percent) served as head of their household; 43.6 percent of the patients had no previous psychiatric hospitalizations. On the other hand, 37.2 percent had at least two previous inpatient admissions. One-quarter (25.7 percent) were diagnosed as psychoneurotic. Three-quarters of the patients in the psychoneurotic subsample were depressive.
Characteristics of the Home-Care Group

Treatment Techniques
A number of previous studies -Langsley and Kaplan (7); Pasamanick (10); and Weiner et al.(l2) -have described treatment techniques in the home management of psychiatrically ill patients. The following are considered to be essential features of a home-care program:
Rapid Assessment of the Patient and Family
Rapid incisive assessment of the patient and members of his family is essential. Once the decision was made in the emergency department (independently of the home-care team) that the patient required hospitalization, the home-care team was called and a screening made. If the patient was found' to be suitable on the basis of the criteria mentioned, an initial assessment was made by the psychiatrist on the home-care team. Permission from the family to treat the patient at home was obtained and their help and cooperation were enlisted. This necessitated explaining the function of the home-care service and reassuring them of the ready availability of contact with the home-care team. The patient was assigned to one of the members of the team, and within 24 hours the psychiatrist and team member responsible for primary care visited the patient at home. The family was interviewed to elucidate the family dynamics, and a treatment plan was formulated and conveyed to the patient and to the family.
The Use of Home Visiting
Many authors -Langevin et at. (5) , Nielsen (9) -have affirmed the importance of home visiting in the treatment of the acutely ill patient at home, suggesting that this provides a better understanding of the role of family interaction and dynamics in the patient's psychopathology. In the acute phase of treatment, home visits were made daily and these were slowly tapered off in frequency as the patient's condition improved.
Home visiting made it possible to see the family in its natural milieu, a dimension which is lacking in inpatient units, and at the same time to identify and support the adaptive coping mechanisms of the patient and the family. In addition, during home visits, the patient's response to chemotherapy, including the presence of side effects, was monitored, and psychotherapy was carried on. The awareness that a team member would be visiting each day contributed to allaying the family's anxiety.
The Use of Medications
An important treatment technique was the use of psychopharmacological agents in the control of acute symptomatology. It was necessary to utilize higher doses of medications than if the patient had been hospitalized because it was imperative to bring those factors related to behavioural disturbance rapidly under control, for example, belligerence, agitation, and excitement, which led to further disruption of daily living patterns and to the family's request for hospitalization. This permitted the patient and his family to get some sleep, thereby enhancing the problem-solving capacities of the family, which had been severely compromised by the crisis. The education of the family in the supervision of the drug regimen is important and contributes positively to their sense of involvement in the treatment process.
The 24-Hour On-Call Service An important feature was the ready access of the patient and the family to the treatment team through a 24-hour on-call service. This service was utilized much more frequently during the acute phase of treatment. The majority of the after-hour calls were a reflection of anxiety on the part of a family member, which could often be dealt with by reassurance. In some instances home visits had to be made during the night and on week-ends to give intramuscular injections to reduce behavioural disturbance.
Results
The outcome of six months' treatment of the 78 home-care patients is illustrated in Table I . That portion of the sample with whom treatment was successful is divided into three sub-categories. The Success I Group refers to those patients who were admitted to the home-care service directly (56.4 percent of the sample). The Success II Group refers to those patients who were admitted to the home-care service following a brief hospitalization of less than 24 hours, and who subsequently avoided hospitalization entirely during the first six months of treatment (25.6 percent of the sample). The Partial Success Group comprised those patients who were admitted to the homecare service and who required a short period of hospitalization of three to four days duration on an inpatient unit during this first six months of treatment. The home-care team psychiatrist treated these patients while they were in hospital (6.4 percent of the sample). Success was achieved in 88.4 percent of the 78 patients in the home-care group. The Failure Group (11.5 percent) comprised those patients who could not be maintained at home and who required extended periods of hospitalization during the six-month period after admission to the Home-Care Program. Table II illustrates outcome within various diagnostic categories. It is essential to note that the psychoneurotic individuals were severely disabled and considered to be in need of immediate admission.
Discussion
On examining these results more closely a number of factors involving the patient and his family appear to be important to the success or failure of home-care treatment. Factors involving the patient include the presence of disturbances in reality-testing. As noted in Table II , hospitalization was prevented in all neurotic patients but failure occurred in a number of psychotic patients.
A second important factor involving the patient was the degree of behavioural disturbance as measured by belligerence, agitation and excitement. The neurotic sample showed minor degrees of behavioural disturbance and were successfully managed at home. The neurotic patients presented with symptomatology which was associated with underlying psychodynamic conflicts within the family, and the treatment approach was therefore to focus on these conflicts.
A comparison of successes and failures within the psychotic group suggests that severe degrees of behavioural disturbance caused disruption of social relationships within the family and led to the family's request for hospitalization. It was therefore imperative to bring the patient's behavioural disturbance rapidly under control with the use of medications before underlying family conflicts could be approached. The following case history illustrates these points.
Case 1
A' 23-year-old married man was admitted to the inpatient unit in an amnesic state following a minor car accident: during which the patient struck his head but did not lose consciousness. Neurosurgical evaluation in the Emergency had revealed no evidence of head trauma and the patient denied all knowledge of the events leading up to the accident and also that he was married. He was interviewed the following morning by the Home-Care Team and agreement was obtained from the patient and his wife to treatment at home. Assessment of the couple revealed that there were marital difficulties and the patient had felt that his wife was too demanding of him. In addition, he felt belittled because his wife was earning more than he was. Marital therapy was undertaken, the amnesia cleared up within a few days and he was able to return to work. Marital therapy was continued, the wife became less demanding and the patient was able to find a job that provided him with a better earning potential.
Factors within the family were important in the success or failure of home-care treatment. It appeared that certain psychodynamic constellations within the family contributed to the failure to maintain the patient at home. For example, feelings of hostility and guilt towards the patient resulted in scapegoating and subsequent attempts on the part of the family to extrude the patient. Wing and Brown (13) and Brown, Birley and Wing (I) have suggested that many schizophrenic patients remain very highly sensitive to their social environment and, indeed, that face-to-face contact with an emotionally intrusive relative may actually contribute to a relapse. In some instances it was advantageous to devise ways of reducing the time spent by the patient in continuous contact with the intrusive relative, while at the same time encouraging more contact with the emotionally supportive one. One of the immediate benefits of this approach was that the supportive relative was successful in helping the patient to take his medications regularly.
Another important aspect is that the family in crisis is quickly depleted of its resources and the psychiatrically-ill patient in the family constitutes a crisis. Some families were better able to cope with a sick member, and they were noted by their desire to understand the patient and to know about the illness. These families were able to utilize their intrinsic problem-solving capacities to cope with the crisis and were able to mobilize help from extended family members and neighbours. With assistance from the home-care team they were also able to explore avenues of help available in the community. With those families who have less intrinsic problem-solving capacities a more sustained effort on our part was required to effect liaison with the appropriate community resource, and often met with failure.
Case II This is an example where it was possible to treat the patient at home and avoid hospitalization entirely. Reality-testing disturbance and behavioural disturbance were marked, but family factors enabled successful management at home.
A 39-year-old male of Greek origin living with his parents, two sisters and one brother had had two previous admissions to a mental hospital with a diagnosis of paranoid schizophrenia. He was brought to the Emergency Room by his sister because he had quit his job one week previously and had become increasingly suspicious, with persecutory and grandiose ideas. For example, he thought he was a scientist or a great leader with aspecial calling to save the world. In addition, his behaviour at home had become increasingly hostile and belligerent. The patient was assessed in Emergency, and the family agreed to home-care treatment. He was taken home and pharmacotherapy instituted.
The following morning the patient and family were interviewed at home, and assessment revealed a closely-knit family unit with genuine concern for the patient and no evidence of scapegoating or underlying hostility towards him. They showed a marked tolerance for his aggressivity and delusional ideas, and were resourceful in coping with their psychotic son at home. For example, during the acute treatment phase the patient bought a gun which he put in his locker in the basement. His family became concerned but did not panic. His sister called us and then spoke with the patient and managed to get the gun from him. She talked with him until our team arrived despite the patient's anger towards her.
The patient responded well to medication and there were no relapses within the six-month period under study.
Case III This is an example of a case where it was not possible to treat the patient at home, primarily because of the underlying family attitudes and conflicts.
A 36-year-old single schoolteacher living with her parents had had two previous admissions to psychiatric hospitals, with a diagnosis of paranoid schizophrenia with catatonic features. The patient was brought to Emergency by her father because she had found it increasingly difficult to cope with the pressures of work and in the week prior to admission had stopped working, became increasingly withdrawn and refused to eat or drink.
The patient was interviewed by the home-care team in the Emergency Room, and was found to be perplexed, fearful and withdrawn, with evidence of formal thought disorder but no delusions or hallucinations. Thus, reality-testing disturbance was present but behavioural disturbance was minimal.
The family agreed to home treatment and major tranquillizers were prescribed. That night there were several phone calls from the patient's mother, stating that the patient was refusing to take the medications and was having outbursts of screaming. The following morning a home visit was made by the psychiatrist and the social worker, and the family was interviewed. It quickly became apparent that there was much covert hostility on the mother's part towards her daughter and that furthermore this was being displaced onto the treatment team. The patient now displayed increasing catatonic symptoms and this, coupled with inability to establish a therapeutic contract, (in part because of the mother's hostility) led to a decison to hospitalize the patient.
Conclusion
This paper is a review of experience in the treatment at home of 78 acutely ill psychiatric patients during a six-month period. It was concluded that home care treatment is feasible and that hospitalization was effectively prevented in this group of patients. It is not clear to what extent these results can be generalized.
In short, when the factors in the patient and his family which contribute to the success or failure of home-care treatment were examined it was found that disturbance in reality-testing, the degree of behavioural disturbance of the patient, the presence of certain psychodynamic factors such as scapegoating, and the presence of intrinsic coping mechanisms within the family appear to be important. Two additional important questions remain: Was hospitalization prevented or merely delayed? How does the psychosocial burden on the families of these patients treated at home compare with the burden upon families of a similar group of hospitalized patients? Work is in progress to answer these questions.
